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Abstract: Anxiety and depression are common, chronic, disabling and frequently comorbid, but many 
people experience barriers accessing treatment. Internet-delivered psychological treatments (iPT) 
have considerable potential to increase access, while transdiagnostic (TD) interventions, which aim 
to simultaneously treat multiple disorders, represent an emerging approach that may facilitate the 
treatment of comorbidity. The present paper describes a conceptual and pragmatic rationale for com-
bining iPT and TD approaches. It also describes the authors’ experiences in developing and evaluating 
TD iPT protocols for anxiety and depression. The results of 4 randomised controlled trials and one 
open trial (N = 572) are reviewed. The results of these trials are encouraging and indicate TD iPT can 
significantly reduce symptoms of both principal and comorbid disorders. However, independent re-
plication of the existing findings is required and many outstanding questions remain. We watch with 
interest how further conceptual and technological developments influence the content and delivery 
of these interventions. 
Keywords: Internet-delivered psychological therapy (iPT); randomised controlled trial (RCT); 
anxiety; depression; transdiagnostic; treatment; internet. 
Tratamiento transdiagnóstico por internet de la ansiedad y la depresión
Resumen: La ansiedad y la depresión son fenómenos comunes, crónicos, incapacitantes y frecuen-
temente comórbidos, pero muchas personas tienen dificultades para acceder a su tratamiento. Los 
tratamientos psicológicos administrados por internet poseen un gran potencial para incrementar el 
acceso de los pacientes, mientras que las intervenciones transdiagnósticas, que se dirigen a tratar 
simultáneamente múltiples trastornos, representan un enfoque emergente que podría facilitar el 
tratamiento de dicha comorbilidad. El presente trabajo describe los fundamentos conceptuales y 
pragmáticos para la aplicación del transdiagnóstico a través de internet. También se describe la ex-
periencia de los autores en el desarrollo y evaluación de protocolos transdiagnósticos administrados 
por internet para el tratamiento de la ansiedad y la depresión. Se revisan los resultados procedentes 
de 4 ensayos controlados aleatorizados y un ensayo abierto (N = 572). Los resultados de estos ensa-
yos son alentadores e indican que el transdiagnóstico administrado por internet puede reducir signi-
ficativamente tanto los síntomas de los trastornos principales como de los trastornos comórbidos. 
Sin embargo, aparte de que existen cuestiones sin resolver, se requiere una replicación independien-
te de los resultados existentes. Observamos con interés la forma en que los futuros desarrollos teó-
ricos y tecnológicos influyan sobre el contenido y administración de estas intervenciones.
Palabras clave: Terapia psicológica por internet; ensayo controlado aleatorizado; ansiedad; depre-
sión; transdiagnóstico; tratamiento; internet.
INTRODUCTION1
The World Mental Health Surveys indicate 
that globally, each year, more than 500 million 
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people meet diagnostic criteria for an anxiety 
disorder or major depression (Kessler et al., 
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2009). These conditions are typically chronic 
with an onset in early life (Kessler & Green-
berg, 2002; Rapee & Bryant, 2009), disabling 
(Alonso & Lépine, 2007; Australian Institute of 
Health and Welfare, 2008), and are associated 
with considerable personal and economic costs 
to the individual, community, and society (An-
dlin-Sobocki, Jönsson, Wittchen, & Olesen, 
2005; Andlin-Sobocki & Wittchen, 2005). Anx-
iety disorders and depression frequently co-
occur, that is, they are highly comorbid, with 
estimates indicating that up to 45% of people 
with one disorder are likely to meet diagnostic 
criteria for another disorder (Kessler, Chiu, 
Demler, & Walters, 2005).
Anxiety disorders and depression can be 
treated effectively with disorder-specifi c psy-
chological treatments (Nathan & Gorman, 
2007). However, there is growing interest in 
the development and evaluation of treatment 
protocols that target the core symptoms and 
underlying vulnerabilities of several disorders 
simultaneously; that is, unifi ed or transdiag-
nostic (TD) treatments (Barlow, Allen, & Cho-
ate, 2004; Craske et al., 2009; Wilamowska et 
al., 2010). The growing interest in TD treat-
ments refl ects both pragmatic clinical consid-
erations and evidence indicating that similar 
cognitive and behavioural factors are shared 
across psychological disorders (Mansell, Har-
vey, Watkins, & Shafran, 2009), and respond 
to similar treatments. For example, there is 
considerable clinical evidence to indicate that 
conditions such as anxiety disorders (Butler, 
Fennell, & Hackmann, 2010), depression 
(Beck, 2011), insomnia (Perlis et al., 2010), 
irritable bowel syndrome (Hutton, 2005), and 
eating disorders (Fairburn et al., 2009) benefi t 
from similar psychological treatment compo-
nents.
It should be noted that while TD treatments 
may be used across a broad range of psycho-
logical disorders, this paper is concerned with 
TD for anxiety disorders and depression. There 
is now considerable evidence to indicate that, 
in addition to responding to similar psycho-
logical and pharmacological treatment compo-
nents, anxiety disorders and depression share 
characteristics and risk factors. Specifi cally, a 
large body of evidence has identifi ed that anxi-
ety disorders and depression are associated with 
similar genetic factors (Hettema, Neale, Myers, 
Prescott, & Kendler, 2006; Hettema, Prescott, 
Myers, Neale, & Kendler, 2005; Kendler, 
Prescott, Myers, & Neale, 2003), familial fac-
tors (Coelho, Cooper, & Murray, 2007; Gold-
berg, Krueger, Andrews, & Hobbs, 2009; 
Hettema, Neale, & Kendler, 2001) and tem-
peramental characteristics including negative 
affect or neuroticism (Griffith et al., 2009; 
Krueger, 1999; Slade & Watson, 2006). In ad-
dition, conceptual reviews of the field have 
identifi ed numerous possible mechanisms span-
ning diagnoses of anxiety, depression, and 
similar disorders, including negative affectivity, 
neuroticism, anxiety sensitivity, behaviour 
avoidance, thought suppression, self-focused 
attention, ruminative behaviours and changes 
in physiological reactivity (hyperactivity, hypo-
activity) (Aldao & Nolen-Hoeksema, 2010; 
Mansell et al., 2009). These mechanisms repre-
sent important possible targets for TD treat-
ments. 
TD treatments offer considerable potential 
advantages to both patients and clinicians. Such 
treatments may reduce costs and ineffi ciencies 
associated with training mental health profes-
sionals to deliver numerous disorder-specifi c 
protocols, while also reducing the need for pa-
tients with comorbid symptoms to complete 
several different courses of treatment. Addi-
tional benefi ts include simplifying decisions 
about sequencing of treatments in cases of co-
morbid symptoms, easier dissemination, in-
creased fidelity, and reduced waiting lists. 
Moreover, concurrently teaching patients to 
manage co-morbid disorders may reduce risks 
of relapse and may even potentiate treatment 
outcomes by directly addressing comorbid is-
sues. For these reasons, TD treatments are an 
important target for clinical research. 
Evidence for the potential of TD treatments 
has grown rapidly and includes data from a 
broad range of clinical trials. Amongst others, 
important contributions to the fi eld have been 
made by the Boston group (Allen, Ehrenreich, 
& Barlow, 2005; Barlow et al., 2004; Farchione 
et al., in press; Wilamowska et al., 2010), who 
have published several open trials and an RCT 
of TD interventions, or unified treatment, 
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which are notable for their careful attention to 
conceptual and diagnostic issues as well as 
their descriptions of the clinical challenges 
associated with TD treatment. Reports by Er-
ickson and colleagues (Erickson, Janeck, & 
Tallman, 2007; Erickson, Janeck, & Tallman, 
2009) demonstrated how TD treatment can be 
implemented and administered in a clinical 
service in Canada, and provided valuable in-
sights into their experiences and clinical out-
comes. Norton, in the United States, has con-
tributed both conceptually and pragmatically 
to the fi eld via open trials, randomised con-
trolled trials, and conceptual reviews (Norton, 
2006, 2008, 2012).
A large body of evidence from the UK has 
demonstrated the effectiveness of two comput-
er-delivered interventions at treating depression 
and anxiety disorders. These interventions, 
Beating the Blues (Proudfoot et al., 2003) and 
Fearf ighter (Kenwright, Liness, & Marks, 
2001), are in everyday use in the United King-
dom’s National Health Service (NHS), and have 
been found to be clinically effective at reducing 
general symptoms of anxiety or depression 
(Kenwright, et al., 2001; Kenwright & Marks, 
2004; Learmonth & Rai, 2008; Marks, Ken-
wright, McDonough, Whittaker, & Mataix-
Cols, 2004; Proudfoot et al., 2003; Proudfoot 
et al., 2004). 
Not all studies have supported the use of a 
TD approach. For example, Craske et al (2007) 
compared cognitive behaviour therapy (CBT) 
for panic disorder with CBT for panic disorder 
plus attention to comorbid symptoms, and re-
ported an advantage for the disorder-specifi c 
approach. Such studies indicate that there are 
signifi cant and outstanding questions about the 
relative benefi ts of TD and disorder-specifi c 
interventions, and that these are important tar-
gets for research. However, meta-analyses of 
face-to-face delivered TD treatments for the 
anxiety disorders (Norton & Philipp, 2008) and 
for anxiety combined with depression (McEv-
oy, Nathan, & Norton, 2009) indicate that, over-
all, these interventions result in outcomes of a 
similar magnitude to those obtained from dis-
order-specifi c treatments. Thus, emerging data 
indicates the TD approach has considerable 
potential. 
Unmet need
Despite the existence of well-established 
disorder-specifi c interventions and the encour-
aging evidence for TD interventions, rates of 
treatment seeking amongst people with anxiety 
disorders and depression are typically low 
(Alonso et al., 2007; Christiana et al., 2000; 
Issakidis, Sanderson, Corry, Andrews, & Laps-
ley, 2004). The barriers to treatment seeking are 
well known and include the direct and indirect 
costs of treatment, low mental health literacy, 
and stigma (Titov, 2011). In addition, popula-
tion dispersion and culture can result in ineq-
uity of service provision, that is, people may 
have diffi culty accessing services due to cul-
tural and language barriers and because of in-
suffi cient numbers of health professionals in 
their locale. Moreover, there is growing ac-
knowledgement of the inability of traditional 
models of service delivery, which involve in-
tensive individual and group-based interven-
tions delivered face-to-face, to meet demand if 
all of those who met diagnostic criteria actu-
ally sought treatment. Consistent with this, 
there are increasing calls for integrated models 
of service provision that include harnessing the 
potential of technologies, such as the internet, 
in order to try to reduce the burden of mental 
disorders (Kazdin & Blase, 2011). 
Internet-delivered psychological interventions
Computerised and internet-delivered psy-
chological treatments (iPT) represent an emerg-
ing model of service delivery with the potential 
to improve access to evidence-based treatments 
for anxiety and depressive disorders. The term 
iPT will be used here to refer to internet or 
computer-delivered interventions which sys-
tematically present participants with structured 
materials that comprise the same information 
and skills typically taught in face-to-face psy-
chotherapy (Titov, 2011). It should be noted that 
a broad range of terms have been used to de-
scribe activities conducted via the internet or 
computers for mental health purposes and these 
refl ect the technological media employed. These 
terms include computerised cognitive behav-
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ioural therapy (e.g., Cavanagh et al., 2006), or 
more recently, internet-delivered cognitive be-
havioural therapy (iCBT) (e.g., Hedman et al., 
2011; Titov, Andrews, Davies, et al., 2010). 
While discussion of the different models of 
intervention is beyond the scope of this paper, 
interested readers are encouraged to consult 
Barak, Klein, and Proudfoot (2009), which pro-
vides an excellent review and description of the 
fi eld. 
It is useful to note that iPT are a recent form 
of a broader body of work concerned with strat-
egies for improving access to evidence-based 
psychological interventions. This broader body 
of work includes evaluations of interventions 
for anxiety and depression delivered by biblio-
therapy, or telephone and, more recently, via 
stand-alone computer software packages or the 
internet (Andersson et al., 2006; Craske et al., 
2011; Marks & Cavanagh, 2009; Marks et al., 
2003; Proudfoot et al., 2004; Roy-Byrne et al., 
2010). The majority of published reports of tri-
als of iPT have evaluated interventions based 
on cognitive behavioural therapy, interpersonal 
therapy, and problem-solving therapy. More 
recently, encouraging results have also been 
reported using structured psychodynamic mod-
els (Johansson et al., 2012). To date, no obvious 
differences have emerged in the clinical out-
comes obtained from online treatments that are 
based on different psychotherapeutic models. 
This is consistent with comparisons of out-
comes of psychotherapeutic treatments deliv-
ered in the face-to-face medium (Cuijpers, van 
Straten, Andersson, & van Oppen, 2008). 
iPT can be administered with varying levels 
of guidance ranging from regular contact with 
a clinician to entirely self-guided and fully au-
tomated interventions. Several fully automated 
disorder-specifi c interventions are available and 
these are highly popular. For example, 
Moodgym (www.moodgym.anu.edu.au) and the 
Panic Centre (www.paniccenter.net), which pro-
vide free automated online iPT for symptoms 
of depression and panic, respectively; each have 
had more than 400,000 visitors or registered 
members (Christensen, 2010; Farvolden, Deni-
soff, Selby, Bagby, & Rudy, 2005). While such 
interventions are popular and those who com-
plete the interventions appear to obtain good 
clinical outcomes, entirely self-guided interven-
tions are associated with lower effect sizes and 
high dropout rates than clinician-guided iPT. 
Until recently, the majority of reports of iPT 
have evaluated clinician-guided interventions 
targeting specifi c psychological disorders, that 
is, disorder-specifi c interventions. Participants 
in these trials have usually met diagnostic cri-
teria as determined by diagnostic interviews or 
scored above clinical cut-offs. A substantial 
number of trials have reported the effectiveness 
of disorder-specifi c iPT at treating several com-
mon mental disorders. For example, more than 
10 randomised controlled trials (RCTs) have 
reported the clinical benefi ts of iPT for clinical 
and subclinical depression (Andersson et al., 
2005; Perini, Titov, & Andrews, 2009; Ruwaard 
et al., 2009; Titov, Andrews, Davies, et al., 
2010), social phobia (Andersson et al., 2006; 
Berger, Hohl, & Caspar, 2009; Botella et al., 
2010; Carlbring et al., 2007; Titov, Andrews, & 
Schwencke, 2008; Titov, Andrews, Schwencke, 
et al., 2008), and panic disorder (Carlbring et 
al., 2005; Klein et al., 2009; Wims, Titov, An-
drews, & Choi, 2010). Encouraging evidence 
has also been found from a smaller but rapidly 
growing number of RCTs or open trials evaluat-
ing iPT for generalised anxiety disorder (Pax-
ling et al., 2011; Robinson et al., 2010; Titov, 
Andrews, Robinson, et al., 2009), obsessive 
compulsive disorder (Andersson et al., 2011; 
Andersson et al., 2012; Wootton et al., 2011), 
and post-traumatic stress disorder (Klein et al., 
2010; Spence et al., 2011). 
Reflecting these outcomes, the results of 
meta-analyses of iPT indicate that such inter-
ventions consistently produce superior effect 
sizes over control conditions (Andersson & 
Cuijpers, 2009; Andrews, Cuijpers, Craske, 
McEvoy, & Titov, 2010; Cuijpers et al., 2009) 
and that the magnitude and long-term stability 
of clinical outcomes are comparable to those 
obtained from face-to-face interventions. Fur-
thermore, and indicating that the medium is not 
as important as may have been assumed, RCTs 
directly comparing internet-delivered interven-
tions with face-to-face-delivered interventions 
have failed to fi nd signifi cant differences be-
tween the two modes of intervention (Andrews, 
Davies, & Titov, 2011; Bergström et al., 2010; 
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Carlbring et al., 2005; Kiropoulos et al., 2008). 
Emerging data also indicates that the key demo-
graphic characteristics of participants seeking 
internet treatment are similar to those seeking 
face-to-face treatment and to those identifi ed in 
a national epidemiological survey (Titov, An-
drews, Kemp, & Robinson, 2010). This is con-
sistent with recent reports of the effectiveness 
of online treatments with general outpatient 
populations, indicating that excellent clinical 
outcomes can be obtained from using iPT in 
standard clinical practice (Ruwaard, Lange, 
Schrieken, Dolan, & Emmelkamp, 2012). 
In summary, TD and internet-delivered inter-
ventions each have the potential for improving 
access to mental health services. In the remain-
der of this paper, we describe the conceptual and 
pragmatic challenges we experienced when we 
integrated these approaches. We also describe 
the clinical outcomes obtained, lessons learned, 
and implications of this work. 
DEVELOPMENT OF TRANSDIAGNOSTIC 
IPT: CONCEPTUAL AND PRAGMATIC 
CHALLENGES
The development of our TD iPT was guided 
by the available literature circa 2008, our expe-
riences developing and delivering disorder-
specifi c iPT, and the pragmatic objectives of 
delivering brief and effective clinical protocols 
that could be easily transferred to clinical set-
tings. The absence of consensus on key TD 
mechanisms and intervention components 
meant that our decisions were infl uenced by 
pragmatism and the expectations that all inter-
ventions would be further modifi ed and im-
proved based on results of trials and feedback 
from participants.
Before discussing the conceptual and prag-
matic challenges in the construction of our TD 
iPT, it will be useful to summarise the results 
of our trials of disorder-specifi c iPT. These trials 
preceded our development of TD iPT, and the 
results infl uenced our subsequent models and 
expectations of TD iPT. It should be noted that 
the initial targets of our disorder-specifi c pro-
tocols were generalised anxiety disorder (GAD), 
depression, social phobia and panic disorder 
with or without agoraphobia. Thus, our subse-
quent TD iPT targeted these four disorders, 
rather than the full range of anxiety and affec-
tive disorders. 
Results of our trials of disorder-specifi c iPT 
Prior to developing TD iPT, we developed 
and evaluated disorder-specifi c iPT interven-
tions to treat social phobia (Titov, Andrews, 
Choi, Schwencke, & Johnston, 2009; Titov, 
Andrews, Choi, Schwencke, & Mahoney, 2008; 
Titov, Andrews, & Schwencke, 2008; Titov, 
Andrews, Schwencke, et al., 2008; Titov, An-
drews, Schwencke, et al., 2010; Titov, Andrews, 
Schwencke, et al., 2009), PD (Wims et al., 
2010), GAD (Robinson et al., 2010; Titov, An-
drews, Robinson, et al., 2009), and depression 
(Perini et al., 2009; Titov, Andrews, Davies, et 
al., 2010). These interventions were evaluated 
in 12 RCTs and 3 open trials with participants 
who met a principal DSM-IV diagnosis for the 
relevant disorder. We did not exclude partici-
pants with comorbid conditions and, consistent 
with others’ experiences, we found that comor-
bidity was the rule rather than the exception, 
particularly amongst the anxiety disorders and 
depression. 
Our model of iPT, which we subsequently 
modifi ed for use in a TD iPT intervention, com-
prised therapeutic components of CBT and in-
terpersonal therapy. A core assumption of this 
model is that some symptoms of anxiety and 
depression are normal, but may become severe, 
habitual and disabling when people lack knowl-
edge or skills in techniques of emotional regu-
lation. This model identifi es a set of core psy-
chological skills (see below) that serve at least 
two functions. First, they promote adaptive and 
helpful cognitions and behaviours. Second, they 
reduce the frequency of those cognitions and 
behaviours that maintain distress. A key as-
sumption of this model of iPT is that strategies 
that facilitate adherence, engagement, and 
learning and practice of new skills will reduce 
symptoms of anxiety and depression and will 
facilitate improvements in emotional wellbeing.
Our disorder-specific interventions com-
prised fi ve to eight lessons, administered over 
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a period of eight to ten weeks. These online 
lessons contained information about the core 
symptoms and about evidence-based strategies 
for managing those symptoms. In trials that 
included clinician-support or guidance, par-
ticipants received brief contact with clinicians 
(10 to 20 minutes each week) via telephone or 
email. This level of support is consistent with a 
low-intensity model of psychological treatment 
(Bennett-Levy, Richards, & Farrand, 2010; 
Titov, 2010). Low-intensity treatments involve 
considerably less clinician support (i.e., < 3 
hours) than usually provided in face-to-face 
interventions (i.e., > 5 hours). We opted for a 
low-intensity model of treatment over higher 
intensity models for several reasons including 
that we expected low-intensity interventions 
would be more easily adopted and implemented 
by health services. We expected that, when 
implemented, such interventions could be of-
fered to those on waiting lists as well as to those 
who might not be severe enough to warrant 
treatment by a public mental health service. 
The results of these trials were surprising 
and challenged several of our expectations. 
First, we expected that iPT would appeal pri-
marily to younger adults; however, the mean age 
of participants was 43 years (SD = 13). Second, 
we expected that most participants would be 
naive to treatment; however, approximately 
70% reported they had received previous treat-
ment. Third, we were surprised by the number 
of applicants. Although our operating budget 
did not allow advertising, we were often inun-
dated with large numbers of applicants. Fourth, 
we were surprised by our results, which consis-
tently indicated that approximately 80% of par-
ticipants completed the treatment protocols with 
a magnitude of clinical improvement at least as 
large as those we typically observed at our spe-
cialist tertiary face-to-face outpatient treatment 
facility for anxiety disorders (McEvoy, 2007). 
Specifi cally, using the same outcome measures 
across services, we consistently obtained mean 
effect sizes on primary outcome measures of 
Cohen’s d ≥ 1.0, which were consistent with 
results from other research teams evaluating 
disorder-specifi c iPT interventions (Andersson 
et al., 2006; Berger et al., 2011; Carlbring et al., 
2007; Carlbring et al., 2005; Furmark et al., 
2009; Kiropoulos et al., 2008; Paxling et al., 
2011; Richards, Klein, & Austin, 2006). Fifth, 
consistent with other reports, we noticed that 
effective treatment of the principal diagnosis 
often reduced symptoms in comorbid condi-
tions (Johnston, Titov, Andrews, Dear, & Spen-
ce, accepted; Titov, Gibson, Andrews, & McE-
voy, 2009). Finally, these outcomes were 
replicated when administered by either clini-
cians or coaches (supervised non-clinicians) 
(Johnston et al., 2011; Robinson et al., 2010; 
Titov, Andrews, Davies et al., 2010). Moreover, 
treatment gains were mostly sustained or even 
improved at follow-up, indicating the materials 
were robust and treatment effects were reliable. 
Conceptual and pragmatic challenges
Although we had experience in developing 
disorder-specifi c iPT interventions, we identi-
fied several conceptual and pragmatic chal-
lenges in our construction of our TD iPT inter-
ventions. These included questions about the 
aims of treatment, the scope or size of the in-
terventions, the targets for treatment, the treat-
ment components and their sequencing, termi-
nology and appropriate reading levels, and 
issues around measurement and reporting of 
outcomes. These issues are briefl y discussed. 
Aim of treatment
Given the large numbers of people with un-
treated anxiety and depression and the limited 
number of mental health professionals, we 
opted to continue with a model of administering 
online CBT and interpersonal therapy that was 
consistent with a low-intensity model of treat-
ment. Drawing on our earlier trials of disorder-
specifi c interventions, we hoped that our TD 
iPT would produce clinical outcomes at least 
comparable to those observed in our disorder-
specifi c interventions. Our core criteria were 
that our interventions would be rated as highly 
acceptable by participants, that they would be 
completed by at least 75% of those who started 
them, and that large effect sizes on outcome 
measures (Cohen’s d ≥ .8) would be obtained. 
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Intervention size and scope
Our review of the literature on disorder-
specifi c iPT indicated that adherence to online 
interventions often reduced considerably after 
six or seven online lessons. Our own experience 
was that, in order to appeal to participants with 
a broad range of education, symptom and mo-
tivation levels, each lesson should typically 
require no more than 20 minutes of reading; 
although considerably more time would be re-
quired each week for completion of homework 
assignments and other therapeutic activities. 
Thus, our target was to develop iPT interven-
tions with a maximum of eight core online les-
sons, each requiring no more than 20 minutes of 
reading. Adhering to these parameters also ex-
posed an important tension between wanting to 
provide participants with a large range of thera-
peutic skills, but at the same time not overwhelm-
ing them with too much information. These is-
sues had signifi cant implications for our selection 
and sequencing of the core targets for treatment.
Treatment targets
A broad range of possible TD mechanism of 
pathology had been identifi ed in reviews of the 
TD fi eld (Barlow et al., 2004; Mansell, Harvey, 
Watkins, & Shafran, 2008; Mansell et al., 2009). 
However, with few exceptions, there appeared 
to be little published about the specifi c tech-
niques and skills that were most effective in TD 
interventions. Refl ecting the emerging nature 
of this fi eld, the challenge of identifying TD 
targets for treatment was compounded by the 
absence of consensus about the key mecha-
nisms underlying disorders of anxiety and de-
pression and whether these were amenable to 
the components that comprised most psycho-
logical treatments. 
We subsequently elected to target the three 
clusters of symptoms which, between them, 
appeared to capture the majority of the most 
frequently reported targets reported in the lit-
erature: (1) maladaptive cognitions (i.e., 
thoughts and beliefs); (2) maladaptive behav-
iours (i.e., avoidance, safety behaviours, and 
underactivity), and (3) physical symptoms (i.e., 
physiological hyper-arousal or hypo-arousal). 
Our previous experiences with developing dis-
order-specifi c protocols indicated that partici-
pants readily understood these three symptom 
clusters and understood the importance of mas-
tering skills that targeted each symptom cluster. 
Components and sequencing of treatment 
components
Our decisions about which specifi c treat-
ment components to include in our TD treat-
ment protocols were guided by three processes: 
reviews of existing TD treatments; the param-
eters determined by our model of brief and 
low-intensity treatment; and deconstruction of 
the content of our existing disorder-specific 
interventions for depression, GAD, social pho-
bia, and panic disorder. Using these processes 
we identifi ed eight core components (Table 1): 
1. Psycho-education about the prevalence 
of symptoms, the clusters of symptoms, how 
symptoms interact with one another, and how 
they affect emotional wellbeing.
2. Strategies for increasing adaptive cogni-
tions and reducing maladaptive thoughts and 
beliefs
3. Strategies for managing physical symp-
toms of anxiety and hyper-arousal.
4. Strategies for managing fatigue and hy-
po-arousal.
5. Strategies for overcoming underactivity, 
avoidance and safety behaviours. 
6. Strategies for solving problems affecting 
emotional wellbeing.
7. Strategies for communicating effectively 
and assertively to manage interpersonal issues 
affecting emotional wellbeing.
8. Strategies to reduce risk of relapse and to 
promote further improvements. 
All of these components were included in 
our subsequent trials of TD iPT. In the eight 
lesson version of our interventions, one of these 
treatment components was presented in each of 
the eight lessons. In the briefer interventions 
that comprised fi ve and six lessons (Dear et al., 
2011; Titov, Dear, Johnston et al., submitted) 
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the strategies for modifying maladaptive be-
liefs, solving problems, and communicating 
effectively and assertively were not included in 
the lessons, but were included as additional 
resources that participants could choose to 
download, as indicated in Table 2. This change 
was based on feedback from participants, who 
reported that the most helpful content included 
the psycho-education and strategies for manag-
ing maladaptive thoughts, physical symptoms, 
maladaptive behaviours and lapses. By focus-
sing on these core components in fi ve or six 
lessons, we hoped to increase adherence and 
engagement. 
Table 2. Additional content available in the TD iPT interventions
Content Description Purpose
Homework 
Summaries or Do It 
Yourself Guides
Homework summaries, subsequently called 
Do It Yourself (DIY) Guides, provided for 
each lesson in pdf format.
Summarise key messages in each lesson.
Normalise diffi culties during recovery.
Provide tasks and forms that can be used to 
practice and consolidate skills.
Stories 2-3 paragraph case studies, based on 
experiences of previous participants, 
provided for each lesson in pdf format.
Describe life experiences of previous 
participants and how they apply skills 
described in the intervention.
Describe how these people cope and master 
the challenges of treatment .
Automated email 
messages
Automated email messages triggered by 
actions or inactions of participants. 
Four types of automated email messages are 
sent: 1. Completion emails are sent to 
reinforce progress when participant 
completes a lesson; 2. Notifi cation emails are 
sent at the start of each week to inform the 
participant of new materials and 
recommended tasks for that week; 3. 
Reminder emails are sent if the participant 
has not read lesson by the recommended 
time; 4. Additional emails are sent at the start 
and end of the intervention to reinforce 
participation.
Announcements Pop-up messages that appear when 
participants login and which welcome them 
back to the intervention.
Welcome people back to the intervention.
Orient participants to core tasks for that 
session.
Resources Series of pdf documents that are made 
available as the intervention progresses.
Resources address additional symptoms or 
issues not addressed in the intervention. 
Resources include materials about: 
Managing sleep diffi culties; communication 
skills, assertive communication, structured 
problem solving, managing attention, 
changing beliefs, managing worry, etc.
Note: iPT: Internet-delivered psychological treatments. pdf: Portable document format. TD: Transdiagnostic. 
Our experiences developing and delivering 
disorder-specifi c protocols indicated that the 
sequencing of treatment components had a 
considerable impact on engagement and ad-
herence. For example, we discovered that ex-
pecting participants to engage in challenging 
and symptom-provoking activities, such as 
graded exposure or assertive communication 
earlier in treatment was counter-productive. 
Instead, participants were considerably more 
motivated to attempt diffi cult tasks following 
success with easier tasks and once they had 
developed confi dence with other core skills, 
including challenging unrealistic thoughts and 
managing physical symptoms of panic and 
stress.
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Language
We chose to avoid diagnostic terminology 
in the content of the interventions. That is, with 
the exception of Lesson 1, the terms major 
depression, GAD, social phobia, or panic dis-
order were not used; rather, the terms anxiety, 
stress, low mood, depression, worry, anxiety 
about panic, or anxiety about social situations 
were used throughout the interventions and in 
communications between the clinician and par-
ticipants. This decision was infl uenced by our 
desire to avoid stigma associated with psychi-
atric terminology, while also signalling that 
many of these symptoms are common to differ-
ent disorders, and that similar psychological 
skills can be used to manage them. Consistent 
with this, and because of the expectation that 
participants would be expected to learn the ma-
terials and practice the skills independently, we 
took considerable steps to create materials that 
were simple to understand. For this reason, the 
written text was modifi ed so that it was consis-
tent with the reading level of a 10-year old.
Measures and reporting results
Despite considerable efforts, we were unable 
to fi nd TD outcome measures that were brief, 
psychometrically sound, and widely accepted 
across English speaking countries. We conse-
quently elected to use measures we had used in 
our trials of disorder-specifi c iPT, which were 
selected based on their use in the literature, and 
their brevity, which facilitated completion by 
participants. These measures included measures 
of treatment expectancy and satisfaction (Bork-
ovec & Nau, 1972), a measure of neuroticism 
(Costa & McCrae, 1992), and several brief 
disorder-specifi c and TD outcome measures. We 
initially used the Depression and Anxiety Stress 
Scales-21 item (Lovibond & Lovibond, 1995) 
as a TD measure of symptoms of anxiety and 
depression and, following the example of the 
Improving Access to Psychological Therapies 
(IAPT) program in the UK, we used the Gener-
alized Anxiety Disorder 7-Item (GAD-7) 
(Spitzer, Kroenke, Williams, & Löwe, 2006) 
and Patient Health Questionnaire 9-Item 
(PHQ-9) (Kroenke, Spitzer, & Williams, 2001) 
as measures of anxiety symptoms and depres-
sion, respectively. We also used several brief 
disorder-specifi c measures including the Panic 
Disorder Severity Scale-Self Report version 
(PDSS-SR) (Houck, Spiegel, Shear, & Rucci, 
2002), Penn State Worry Questionnaire (PSWQ) 
(Meyer, Miller, Metzger, & Borkovec, 1990), 
Social Phobia Screening Questionnaire (SPSQ) 
(Furmark et al., 1999) or Social Interaction 
Anxiety Scale and Social Phobia Scale - Short 
Form SIAS-6/SPS-6 (Peters, Sunderland, An-
drews, Rapee, & Mattick, 2011), and the MINI 
Social Phobia Inventory (MINI-SPIN) (Connor, 
Kobak, Churchill, Katzelnick, & Davidson, 
2001). 
Challenges related to selecting measures 
extended to diffi culties presenting the results of 
the TD trials in a form that was suffi ciently brief 
for journal articles, while still presenting ade-
quate amounts of data to allow readers to criti-
cally evaluate the results. This was difficult 
because we were trying to present a broad range 
of results that included both general and disor-
der-specifi c outcomes. This tension was also 
evident in feedback we obtained from journal 
reviewers, who had a wide range of preferred 
outcome measures and preferred analytic ap-
proaches. 
Software platform
In the early stages of our work, no suitable 
commercial online software installations ex-
isted for administering iPT, which necessitated 
creating our own. The process of planning, de-
veloping, and testing the software required 
more time and resources than was required to 
develop the iPT interventions. Our experience, 
and the experience of our colleagues who pro-
vide similar services, is that considerable long-
term attention should be given to the stability 
and security of the infrastructure required to 
provide iPT. Moreover, given the need to se-
curely collect and store data, the software plat-
forms cannot be expected to function indepen-
dently; rather, they require continuous 
monitoring, maintenance, and ongoing develop-
ment. 
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OUR TRIALS: DESIGN
To date, we have completed 4 RCTs and one 
open trial of TD iPT (N = 572), with several 
RCTs in progress (N = 1,500). As indicated in 
Table 3, the primary aim of these preliminary 
trials was to examine the effi cacy of treating 
GAD, social phobia, panic disorder, and/or de-
pression using a single iPT protocol. Our sec-
ondary aims were to determine the acceptabil-
ity of such interventions to participants, and the 
effects of different types of therapeutic support 
and models of implementation on outcomes. 
The following section describes the general 
methodology used in these studies, and the main 
outcomes of the studies in chronological order. 
All studies were approved by relevant ethics 
committees, were consistent with CONSORT 
guidelines (Schultz, Altman, Moher et al., 
2010), and were registered as clinical trials on 
a clinical trials registry (www.anzctr.org.au). 
Unless otherwise reported, the methods used in 
these studies were similar, and as described 
below.
Recruitment
Participants were recruited from our re-
search websites, currently www.ecentreclinic.
org, which were developed to conduct online 
research about treatments for psychological 
disorders. With the exception of Study 5, par-
ticipants in all studies met DSM-IV diagnostic 
criteria for one of the four target disorders. The 
application process for Studies 1 to 4 involved 
two stages: (1) automated online screening, and; 
(2) then a diagnostic telephone interview. In 
order to examine the effi cacy of entirely self-
guided TD iPT, applicants for Study 5 com-
pleted only the automated online screening 
stage.
The automated screening was an important 
part of the recruitment process and helped de-
termine whether participants met the inclusion 
criteria, which were: Resident of Australia; at 
least 18 years of age; had access to the Internet; 
not currently participating in CBT for the prob-
lem for which they were seeking treatment; not 
using illicit drugs or consuming more than three 
standard drinks/day; not currently experiencing 
a psychotic mental illness, suicidal, or present-
ing with very severe symptoms of depression 
(defi ned as a total score > 23 or responding > 2 
to Question 9 (suicidal ideation) on the PHQ-9; 
and, on stable dose of medication. Participants 
were not excluded for comorbid symptoms of 
anxiety or depression. Those who met these 
criteria completed a questionnaire enquiring 
about demographic details and treatment his-
tory. Applicants in Studies 1 to 4 then received 
a telephone call from one of the research team 
who administered the Mini International Neu-
ropsychiatric Interview Version 5.0.0 (MINI) 
(Sheehan et al., 1998) to determine whether 
they met DSM-IV criteria for a principal diag-
nosis of GAD, social phobia, panic disorder or 
depression. Eligible applicants were then ran-
domly allocated to a group in that trial. 
Course content
Each iPT intervention comprised several 
core components including online lessons, les-
son summaries, homework assignments for 
each lesson, regular automatic reminder and 
notifi cation emails, and additional written re-
sources (see Table 2). These additional resourc-
es included guidelines about assertiveness, 
health anxiety, and answers to frequently asked 
questions about the application of skills, and 
stories of how other people with anxiety and 
depression learn to manage symptoms. In the 
shortened interventions, the resources included 
materials on communication and assertiveness 
skills, modifying maladaptive beliefs, and struc-
tured problem solving. An online chat facility 
was also available that allowed secure email-
type messages with a clinician. 
Each online lesson was presented as a series 
of slides that combined text and images, and 
each lesson contained approximately 60 slides 
and 50 words per slide. Automated analyses of 
readability indicated the text was easy to read, 
and was consistent with the reading age of a 10 
year old. Participants were instructed to read 
lessons in order, according to a recommended 
timetable, over eight or ten weeks. Participants 
were unable to read a lesson until they had read 
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all previous lessons. The lesson content com-
bined both didactic and narrative styles and 
contained detailed case studies of people with 
anxiety and depression who learned to manage 
symptoms. These cases were used to describe 
the experiences frequently reported by people 
who are learning to apply psychological skills 
to managing symptoms, including descriptions 
of the diffi culties commonly reported, and how 
those diffi culties were overcome. 
Procedure
The eight lesson interventions used in Stud-
ies 2 and 3 were administered over a ten week 
period, while the fi ve and six lesson interven-
tions used in Studies 1, 4, and 5 were adminis-
tered over eight weeks. Outcome measures were 
administered online at pre-treatment, mid-treat-
ment, post-treatment, and again at follow-up. 
Participants received an email on the start 
date of the intervention inviting them to com-
plete the pre-treatment questionnaires and begin 
the intervention. Participants were provided 
with a timetable that recommended when they 
should complete the intervention materials. 
They also received numerous automated emails 
throughout the duration of the intervention, 
which aimed to facilitate engagement and ad-
herence. Participants were encouraged to login 
at least weekly, read or review a lesson, down-
load and complete the homework assignment, 
download and read the relevant additional re-
sources, practice the core skills, and send ques-
tions to their clinician. Participants were not 
able to proceed to later lessons until they had 
read the preceding lessons. Importantly, par-
ticipants in Study 5, which evaluated a self-
guided version of the iPT intervention, did not 
receive contact before or during the interven-
tion.
Support
In the guided-interventions support was pro-
vided on at least a weekly basis, via telephone 
or a secure email system. This contact was brief 
and scripted, but individualised to better meet 
the needs of the participant. Each script re-
quired approximately 5-10 minutes of contact, 
but clinicians could deviate if clinically indi-
cated, although deviations from this script were 
reviewed in weekly supervision sessions to pre-
vent clinician drift. Generally, clinicians an-
swered participants’ questions about the inter-
vention, normalised the process of recovery, 
reinforced progress, and oriented participants 
to additional materials. Although clinicians con-
tacted participants at pre-arranged times, par-
ticipants could contact clinicians at any time 
and were encouraged to do so via the secure 
messaging system. While some individualisa-
tion of content and therapy was provided by 
virtue of the clinician’s responses and guidance 
and the materials the participant chose to down-
load, it should be noted that participants saw 
exactly the same treatment components, regard-
less of principal diagnosis.
Analyses
All analyses were conducted using an inten-
tion-to-treat model, whereby those who began 
the treatment, defi ned as starting the fi rst lesson, 
were included in analyses. This criterion for 
inclusion was required as baseline data was 
collected immediately prior to accessing the 
fi rst lesson. Missing data at post-treatment or 
follow-up was replaced with either the baseline 
or last available data point (last-observation-
carried-forward). Hence, trial efficacy was 
based on conservative estimates of benefi t.
OUR TRIALS: DESCRIPTIONS AND 
RESULTS
The primary aim and results from our trials 
is summarised below and in Table 3. 
Study 1: Can we treat three anxiety disorders 
with one iPT intervention? (Titov, Andrews, 
Johnston, Robinson, & Spence, 2010).
This RCT examined the feasibility of treat-
ing people with a principal diagnosis of GAD, 
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panic disorder, or social phobia using a six les-
son TD iPT intervention, the Anxiety Program. 
Seventy eight participants were randomly al-
located to either a clinician-guided treatment 
group or to a waitlist control group, who began 
treatment after the treatment group fi nished. 
The topics of each lesson are listed in Table 1. 
It was expected that, relative to controls, 
treatment group participants would show sig-
nifi cant improvement on a general measure of 
anxiety and a measure of neuroticism, the GAD-
7 and the NEO-FFI-N, respectively. It was also 
expected that treatment group participants with 
primary diagnoses of GAD, panic disorder, or 
social phobia would show signifi cant improve-
ment on relevant disorder specific measures 
(PSWQ; Social Phobia Screening Question-
naire, SPSQ; PDSS-SR), that gains would be 
sustained at 3-month follow-up and that par-
ticipants would rate the procedure as acceptable. 
The fi rst version of the Anxiety program 
comprised six online lessons, which partici-
pants were asked to complete over eight weeks. 
The clinician spent a total mean time of 46 
minutes (SD = 16) per person over the eight 
weeks. Relative to controls, treatment group 
participants reported significantly reduced 
symptoms of anxiety as measured by the GAD-
7, SPSQ, PDSS-SR, but not on the PSWQ. Par-
ticipants found the treatment program moder-
ately acceptable, and gains were sustained at 
three month follow-up. Outcomes by primary 
diagnosis appeared lower than those obtained 
in disorder-specifi c programs. However, modi-
fi cations to the Anxiety program, based on feed-
back from the treatment group, resulted in im-
proved outcomes in the control group once they 
received treatment. This study provided encour-
aging evidence that we could treat at least three 
common anxiety disorders with materials com-
bined in one intervention.
Study 2: Can we replicate or improve 
outcomes from Study 1, and do we need a 
clinician? (Johnston, Titov, Andrews, Spence, 
& Dear, 2011).
This RCT had two aims, fi rst, to explore the 
benefi ts of an eight lesson version of the Anxi-
ety Program, and second, to explore whether 
guidance by a non-clinician or coach, super-
vised by a clinician, would result in similar 
outcomes as guidance by a clinician. This latter 
question has important implications for inform-
ing service providers about how such interven-
tions could be implemented. 
As in Study 1, all participants had a princi-
pal diagnosis of GAD, panic disorder, or social 
phobia. One hundred and thirty one participants 
were randomly allocated to one of three groups: 
a clinician-guided (CL) group; coach-guided 
(CO) group, or; waitlist control group. Based 
on feedback from participants, the Anxiety Pro-
gram used in Study 1 was revised with the fol-
lowing changes: i) information about cognitive 
skills were presented in the second rather than 
third lesson; ii) two new lessons were added to 
address core beliefs, beliefs about anxiety, and 
assertive communication and interpersonal 
boundaries, and; iii) the duration of the program 
was increased from eight to ten weeks. In this 
study the primary outcome measures were the 
GAD-7 and DASS-21, and the disorder-specif-
ic measures were the PSWQ, SIAS-6/SPS-6, 
PDSS-SR. Changes in diagnostic status were 
also measured. 
Seventy four percent of CO and 76% of CL 
group participants completed all eight lessons 
within the ten week time-frame. Both treatment 
groups obtained superior outcomes to the con-
trol group. Outcomes for the pooled treatment 
groups revealed signifi cant reductions on the 
disorder-specifi c outcomes for each of the three 
principal diagnoses, and were associated with 
large effect sizes. CO group participants 
achieved similar outcomes to CL participants 
at post-treatment, and had signifi cantly lower 
symptom severity scores on general anxiety, 
panic-disorder, depression and disability at 
follow-up. Signifi cant changes were also ob-
served in diagnostic status in the treatment 
groups, relative to controls. Importantly, less 
than 70 minutes (SD = 31 - 32) of clinician or 
coach time was required per participant during 
the program. These results indicated that TD 
iCBT for anxiety was effective, associated with 
signifi cant change for specifi c disorders, and is 
equally effi cacious with either coach or clini-
cian support.
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Study 3: Can we treat three anxiety disorders 
and depression in the same iPT intervention? 
(Titov, Dear, Schwencke, Andrews, Johnston, 
Craske, & McEvoy, 2011).
This RCT extended the previous trials by 
examining the feasibility of treating people with 
either a principal diagnosis of depression or one 
of the three anxiety disorders targeted in the 
earlier trials. A new eight lesson TD iPT inter-
vention, the Wellbeing Program, was construct-
ed. This differed from the previous interven-
tions by including education and guidelines 
about behavioural activation. Seventy seven 
people were randomly allocated to either a cli-
nician-guided treatment group or waitlist-con-
trol group. The DASS-21 was employed as the 
general outcome measure. 
Eighty one percent of treatment group par-
ticipants completed all eight lessons within the 
ten week program. Relative to controls, treat-
ment group participants reported signifi cantly 
reduced symptoms of anxiety and depression 
as measured by the DASS-21, PHQ-9, and 
GAD-7 scales, with corresponding between-
groups effect sizes (Cohen’s d) at post-treatment 
of .56, .58, and .52, respectively. The clinician 
spent a mean time of 85 (SD = 50) minutes per 
person over the program. Participants rated the 
procedure as highly acceptable, and gains were 
sustained at follow-up. These results provided 
preliminary support for the effi cacy of TD iCBT 
in the treatment of three anxiety disorder and 
depression. 
Study 4: Is a brief version of the Wellbeing 
Program effective? (Dear, Titov, Schwencke, 
Andrews, Johnston, Craske, & McEvoy, 
2011).
This open trial examined the effi cacy of a 
fi ve lesson version of the Wellbeing Program 
with 32 of the participants who had been in the 
control group of Study 3. This brief version 
included the same core CBT skills as the origi-
nal, but condensed the materials from eight to 
fi ve online lessons and reduced the duration of 
treatment from 10 to 8 weeks. Thirty-two indi-
viduals with a principal diagnosis of depression, 
GAD, panic disorder, or social phobia received 
access to fi ve online educational lessons, home-
work assignments, weekly contact from a clin-
ical psychologist and automated emails. Eighty-
one percent of participants completed the fi ve 
lessons within the 8 week program. Participants 
in the treatment group improved signifi cantly 
on the DASS-21, PHQ-9, and GAD-7, relative 
to controls, with corresponding within-groups 
effect sizes (Cohen’s d) for the treatment group 
at 3-month follow-up of 1.05, 0.73, and 0.95, 
respectively. Participants rated the procedure as 
highly acceptable with gains of a similar mag-
nitude as those found for the original program, 
but less time was spent per participant by the 
clinician in the present trial (mean = 45 minutes, 
SD = 35) compared to the original program used 
in Study 3. Twenty-two of 32 participants (68%) 
no longer met diagnostic criteria for a disorder 
at follow up and the number of participants with 
co-morbid diagnoses decreased. These results 
provided additional support for the effi cacy of 
TD iCBT in the treatment of anxiety and de-
pressive disorders and indicated that a brief 
version may be of benefi t. 
Study 5: Can we improve outcomes of entirely 
self-guided iPT? (Titov, Dear, Johnston, 
Lorian, Zou, Wootton, Spence, McEvoy, 
Rapee, Submitted). 
The primary aim of this RCT was to exam-
ine the effi cacy of a new fi ve lesson TD iPT 
intervention, the Wellbeing Course, when used 
in a completely automated and self-guided for-
mat with no clinical contact. The secondary aim 
was to determine whether automated emails 
improved adherence and clinical outcomes. 
Unfortunately, the original Wellbeing Program 
used in Studies 3 and 4 was not available when 
the researchers moved institutions and, conse-
quently, a new intervention was developed. This 
intervention taught the same core psychological 
skills included in the previous iPT interven-
tions, but introduced information about goal 
setting, and emphasised concepts of positive 
psychology and wellbeing. 
Two hundred and fifty seven participants 
completed the automated screening process 
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without contact from the researchers and were 
randomly allocated to receive either self-guided 
access to the Wellbeing Course (SG Group), 
self-guided access to the Wellbeing Course plus 
automated reminder emails (SGE Group), or to 
a waitlist control group. Fifty eight percent of 
SGE Group and 36% of SG Group participants 
completed the Course in the eight week period. 
Both groups achieved significantly reduced 
scores on the GAD-7 and PHQ-9 relative to 
controls, with results sustained at follow-up. 
Mean pre to follow-up within-group effect sizes 
on the GAD-7 and PHQ-9 were large for the 
SGE Group (1.1) and moderate for the SG Group 
(0.7), indicating the automated emails were not 
only superior to the no-emails condition, but 
produced encouraging clinical outcomes. 
Summary of trials 
These fi ve studies represent a systematic 
body of research exploring the effi cacy of sev-
eral TD iPT interventions targeting three anxi-
ety disorders and depression. As indicated 
above, participants saw exactly the same treat-
ment components, regardless of principal diag-
nosis. Engagement and adherence was consis-
tently high, with at 74% of participants in the 
guided-treatment groups completing the inter-
ventions (Studies 1 - 4), and encouraging com-
pletion rates for the automated and self-guided 
version (Study 5). Statistically and clinically 
signifi cant improvements were observed across 
the fi rst four studies on general measures of 
anxiety and depression, and on symptoms of the 
principal diagnosis. Importantly, feedback from 
participants was positive, with 95% of partici-
pants of Study 5 reporting, at post-treatment, 
that they would recommend the intervention to 
a friend. These results indicate these interven-
tions were engaging, clinically effi cacious, and 
acceptable to participants. 
LESSONS LEARNED
This section summarises the key lessons we 
learned during our attempts to develop TD iPT 
for people with anxiety disorders and depres-
sion. In hindsight, many of these appear self-
evident. But, we include them here in the hope 
that others will learn from our experiences. 
Simplifying treatment components
Our initial attempts at translating dense and 
complex treatment manuals into interventions 
suitable for remote administration has con-
vinced us that materials should be brief, clear, 
relevant to peoples’ problems, and skills should 
be immediately applicable. This meant that 
some materials typically used in face-to-face 
treatments needed considerable modifi cations 
before they could be used in online interven-
tions. For example, typical thought challenging 
protocols, which involve numerous complex 
steps, were not suitable for low-intensity iPT 
where intensive guidance was not available. 
Moreover, dense instructions increased the like-
lihood that participants would not practice skills 
and would instead disengage from treatment. 
The challenges of teaching therapeutic con-
tent and skills within a low-intensity treatment 
model accentuated the importance of funda-
mental principles of learning and skill acquisi-
tion. We typically deconstructed each treatment 
component or skill into three or four core steps 
and provided a large number of realistic ex-
amples demonstrating how others had applied 
that skill in different settings. A general rule that 
emerged was that, if we were unable to teach 
the steps of a psychological skill verbally in a 
brief telephone call, the technique was too com-
plicated and required review. We also found it 
necessary to emphasise realistic expectations; 
in particular, emphasising that the skills take 
considerable time to learn and that they only 
become effective with practice. We also strong-
ly encouraged participants to build competence 
and confi dence in less challenging situations 
before moving to more challenging situations. 
The low-intensity format of our interven-
tions also meant that the total number of core 
treatment components was kept to a minimum. 
While our preference was to provide partici-
pants with multiple psychological skills to 
tackle each symptom, we discovered that this 
inadvertently resulted in participants failing to 
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develop sufficient competence with skills. 
Moreover, providing a broad range of choice 
appeared to signal to participants that, should 
one technique not be immediately or reliably 
effective, they should try something else. Con-
sequently, each lesson was constructed to teach 
only one or two new skills and included infor-
mation that emphasised realistic expectations 
about the participant’s likely progress. 
Prompts
Our experience has indicated that partici-
pants who fall behind during an intervention are 
more likely to withdraw or fail to complete an 
intervention, while regular prompts facilitate 
engagement. Consequently, each intervention 
comprises numerous prompts including recom-
mended timetables, four different types of au-
tomated emails (see Table 2), regular telephone 
calls and pop-up messages. These collectively 
aim to facilitate adherence and guide partici-
pants through the intervention. 
Software and IT
Another key learning has been that the soft-
ware used to deliver iPT needs to be user friend-
ly, reliable, secure, and relatively simple. We 
have previously developed complex interactive 
features based on the belief that such features 
would facilitate engagement and improve clin-
ical outcomes. Unfortunately, we have consis-
tently both under-estimated the complexity of 
adding new software functions and over-esti-
mated the benefi ts of such features. Each ad-
ditional feature changes participants’ workfl ow 
and, should that feature not work, may distract 
participants from learning core skills, or worse, 
create confusion and disengagement. This be-
came apparent in our early attempts to include 
video clips of clinicians introducing content and 
teaching skills, which we decided to include 
based on requests by participants. Unfortu-
nately, due to an unforeseen software confl ict, 
the video plug-in crashed the browsers of ap-
proximately 25% of users. This problem only 
emerged after a software provider released an 
update for the video player, which then proved 
incompatible with several browsers. Subsequent 
feedback from participants revealed that despite 
the efforts and trials associated with creating 
and reliably presenting the videos, participants 
reported the videos made little difference to 
engagement or outcomes. 
While such software confl icts are now less 
likely given improvements in software design, 
this example highlights several issues. First, the 
potential advantages of adding features to an 
existing intervention need to be carefully 
weighed against potential challenges. Second, 
requests for new features from participants may 
not actually translate into improved outcomes. 
Third, management of software installations 
requires the involvement of specialists, to en-
sure adequate planning, development, deploy-
ment and ongoing maintenance. Our experience 
is that these processes require a considerable 
investment in the time of both software develop-
ers and clinical staff, who are involved in testing 
the software and reporting problems. We have 
also found that, despite our experience design-
ing online interventions and software delivery 
platforms, we continue to under-estimate the 
actual time required for developing and deploy-
ing new features. For this reason we do not 
encourage others to embark on developing their 
own software platforms until they have tested 
an existing platform and have identifi ed the 
features and functionality required. We also 
recommend seeking professional advice from 
software specialists including specialists in IT 
security. This will assist in ensuring that sys-
tems meet minimum legal, professional, and 
ethical requirements for collection, manage-
ment and storage of personal health informa-
tion.
Participants
We have been unable to identify demograph-
ic, diagnostic or symptom signatures that pre-
dict clinical outcomes. However, participants 
who are diffi cult to contact early in treatment, 
fall behind early in treatment or who have not 
improved by the midway point of treatment ap-
pear less likely to benefi t from low-intensity iPT 
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and may benefi t from immediate referral to a 
higher intensity intervention. In these cases we 
believe pro-active engagement and therapeutic 
support is essential to avoid situations where 
participants and clinicians feel that they have 
failed in treatment.
Clinicians
A key lesson learned is that clinicians expe-
rienced in face-to-face treatments require spe-
cifi c orientation and supervision to adapt to a 
low-intensity model. This is particularly relevant 
to clinicians whose practice is characterised by 
non-directive talking therapies with limited 
structure and who are used to having consider-
able contact with participants. In our experi-
ence, reticence to change therapeutic orienta-
tion to a lower intensity model is the norm 
rather than the exception and refl ects concerns 
about the effi cacy of low-intensity interventions 
relative to higher intensity interventions. Strat-
egies that we have found helpful in orienting 
clinicians to our iPT interventions include pro-
viding information about the clinical outcomes 
associated with these treatments, as well as 
providing new clinicians with the opportunity 
to observe and speak with other clinicians al-
ready operating within a low-intensity frame-
work. 
Strategies that we have found helpful in set-
ting and maintaining high service standards 
include benchmarking expected outcomes and 
expected participant satisfaction levels, based 
on previous clinical trials and treatment groups. 
This provides clinicians with tangible standards 
to work towards, and also builds their confi -
dence in the intervention. 
Advantages of transdiagnostic iPT
In addition to those already discussed, we 
have observed several advantages of TD iPT, 
including that it reduces the numbers excluded 
from treatment, which is an advantage also 
noted by other clinical research teams (Erick-
son, Janeck, & Tallman, 2009). For example, 
60% of applicants for our disorder-specifi c tri-
als met inclusion criteria, compared with ap-
proximately 90% of applicants in our trials of 
TD iPT. Importantly, being able to include a 
greater proportion of applicants reduces the 
number of disappointed people and the work-
loads associated with arranging referrals to 
other services. 
An additional advantage of TD iPT is a 
somewhat unexpected, but welcome fi nding. We 
were initially concerned that participants might 
not engage in TD treatments because some of 
the content would not be directly pertinent to 
them. In contrast, we discovered that partici-
pants reported it helpful to learn about manag-
ing similar symptoms, and that this facilitates 
engagement and motivation. Moreover, as not-
ed by others (Boisseau, Farchione, Fairholme, 
Ellard, & Barlow, 2010; Wilamowska et al., 
2010), the TD content allows participants with 
co-morbid anxiety or depression to learn to 
manage symptoms relevant to multiple diagno-
ses simultaneously, rather than having to com-
plete several disorder-specifi c protocols; a sig-
nifi cant advantage for both the participants and 
clinicians. 
OUTSTANDING QUESTIONS
Notwithstanding their potential to improve 
access to evidence-based treatments and the 
potential for simultaneously treating comorbid 
conditions, the outcomes of our research should 
be interpreted in the light of several limitations. 
These limitations refl ect broader and outstand-
ing questions in the fi eld of TD interventions. 
First, similar to many of the earlier studies 
in the fi eld of TD interventions, an important 
limitation of Studies 1, 3, and 4 are the small 
sample sizes which, while suffi cient to detect 
overall differences between groups, were insuf-
fi cient to reliably detect differences based on 
principal diagnoses or to determine the effect 
of the interventions on comorbid diagnoses. 
This issue was addressed in Study 2 which, by 
combining data across treatment groups, pro-
vided encouraging evidence that these interven-
tions can result in signifi cant improvements on 
measures relevant to participants’ principal di-
agnosis as well as in reductions in the number 
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of participants meeting diagnostic criteria for 
their principal and comorbid diagnoses follow-
ing treatment. However, replications are re-
quired to test the reliability of these fi ndings. 
Second, few studies have compared the rel-
ative short and long-term benefi ts of disorder-
specifi c and TD interventions for anxiety disor-
ders and depression. Thus, there is currently 
little evidence to indicate which approach is 
superior or more acceptable to consumers. Such 
comparisons will also help identify character-
istics of people more likely to benefi t from each 
approach. Given the sample sizes required and 
the duration of follow-ups, these questions will 
require considerable resources, but are essential 
to answer before clinicians can confidently 
adopt TD approaches over existing disorder-
specifi c protocols. 
Third, our studies were limited to evaluating 
outcomes for participants with principal diag-
noses of depression, GAD, social phobia, and 
panic disorder, and excluded participants with 
principal diagnoses of obsessive compulsive 
disorder (OCD) and post-traumatic stress dis-
order (PTSD). Thus, our fi ndings are limited to 
those four target disorders. An instructive report 
of a group TD treatment for anxiety disorders 
suggested that people with principal diagnoses 
of OCD or PTSD may not benefi t from such 
treatment, both due to complexity of their pre-
sentations and the likelihood that content about 
their symptoms may distract people with other 
anxiety disorders (Erickson, et al., 2009). 
Whether this caution applies to TD iPT remains 
an empirical question. 
Fourth, the conceptual basis for defining 
what constitutes a TD treatment, issues around 
determining the most appropriate outcome mea-
sures and methods of reporting are issues that 
require further development, discussion, and 
debate. The literature has tended to indicate 
there is a dichotomy between disorder-specifi c 
and TD interventions, that is, they are somehow 
distinct. However, our experience is that many 
clinicians already provide both. Thus, an impor-
tant direction for future research is to seek to 
optimally combine the strongest features of TD 
and disorder-specifi c materials. Research along 
these lines has already begun in the form of 
tailored-individualised interventions, which 
combine and carefully sequence both TD and 
disorder-specifi c techniques. Encouraging fi nd-
ings have recently been reported using this ap-
proach (Andersson et al., 2011; Carlbring et al., 
2011). 
Finally, and of considerable importance, are 
questions about how disorder-specifi c and TD 
iPT may be integrated within existing mental 
health services. A recent report has described 
outcomes of 1500 adult patients treated via a 
Dutch online mental health clinic for symptoms 
of post-traumatic stress, burnout, panic disor-
der, or depression (Ruwaard et al., 2012). Large 
effect sizes were obtained from pre to post-
treatment, with gains sustained at one year post-
treatment, and high patient satisfaction was 
reported. These encouraging fi ndings require 
replication in other jurisdictions, but provide 
one obvious potential avenue for implementa-
tion of TD iPT. Another important direction for 
future trials is to seek to combine existing men-
tal health services with TD iPT, and carefully 
evaluate outcomes.
 CONCLUSIONS
Interest in TD treatments is growing, refl ect-
ing both pragmatic clinical considerations and 
increasing evidence that anxiety disorders and 
depression share common characteristics and 
respond to similar treatment components. Inter-
net-delivered TD interventions provide a means 
for improving access to evidence-based treat-
ments. Emerging evidence indicates such inter-
ventions have considerable potential for im-
proving access to effective treatments for at 
least four of the most common mental disor-
ders.
Our experiences are that TD iPT are accept-
able to participants and produce clinically sig-
nifi cant outcomes. However, considerable out-
standing questions remain about the relative 
benefi ts of disorder-specifi c vs. TD interven-
tions, the disorders that can be treated, how 
trials and outcomes should be measured and 
reported, and how such interventions could be 
broadly disseminated. The fi eld of TD iPT is 
evolving rapidly and we watch, with interest, 
how further conceptual and technological de-
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velopments will infl uence the content and de-
livery of such interventions. 
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